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Erica Maki:  In the five-year period of data prior to pursuing this funding, heroin deaths more than doubled in Washington state. And out of all drug overdose deaths, more than 6 out of 10 involved opioids. So when this funding became available, we had two local Workforce Development Boards who are very eager to build scalable and replicable models to directly address the economic and workforce impacts associated with the opioid crisis. 

So these two pilots were built and operated by two distinct areas in our state that have been most impacted by the crisis, and we're representing a large urban area, our Snohomish County local workforce development area, and a five-county rural area: Pacific Mountain Local Workforce Development area. So through each of these -- through strong partnership, they intended to build programs to provide training and support to job seekers, and also add skilled workers to impact the causes and treatment of the opioid crisis.

Alice Worrell:  Before this, we studied a program that had been effective in one of our southern Appalachian counties that had a long history of serving individuals with opioid-use disorder. So from their practices, we created a toolkit for the workforce system, and that included five pillars. 

We started with strong local partnerships, which we're going to talk a lot about. Holistic care management, which is, again, involving all those partners in the care of individuals. Steps to success, which really, simply means, how does everybody's plan, across all partners, look for this individual? Are they succeeding on their probation requirements? Are they succeeding on the children's services requirements? So all of those kind of things. Recovery-friendly workplaces was always a part of our plan. We've done a lot of work with that. And then, knowledgeable staff. 

We started with wanting our staff to know that opioid-use disorder is a chronic health condition, just like diabetes or heart disease. So we wanted to reduce stigma. So we gave it -- literally gave a set of vocabulary to use, versus language not to use, so that we avoided stigmatizing the whole issue. 

And then, we also made available to our workforce system a series of 23 online training modules developed by the Ohio Department of Mental Health and Addiction Services, just to get, kind of -- just everybody on the same page about demystifying opioid use as a disease, and not a moral failure, frankly. So that was really key, and we approached this as a state with an $11 million grant. 

So we kind of did two approaches. One was taking our services to where people are: in courts, in probation departments, in recovery housing centers, just -- in children's services agencies. So wherever they were, we took it to them. And then, another strategy was, simply, really tailoring services at the OhioMeansJobs centers, which is our branding for American Job Centers, to address each individual's needs, and meeting them where they are, and addressing their whole-person needs.

Erica Maki:  Well, it was so great to hear all that information, Alice. And our operators also worked to reduce stigma around substance-use disorder, and provide that trauma-informed care to their staff, and their partners, to best serve participants. That was, really, a crucial part of our model. And really, for these individuals, it was intense case-management, communication, and a lot of follow up. 

And one of our operators use peer support counselor as a model. So they were focused on outreach in the community, also. And these individuals -- they were like eligible participants, and they were directly affected by the opioid crisis. So they have a better understanding of the challenges that these folks are going through. The model helps create trust from the prospective enrolled participants who might have had difficulty engaging, or losing trust with previous people trying to provide services in the past. 

And so, this model ensures that there are staff in the project who can help the other staff understand what participants are going through, and what they need to achieve success in the program. And it gave these participants a role model also. So to know that there are people who have successfully overcome challenges that are similar to theirs, and -- helps to give that motivation, and that push, to complete their programs of services. 

And, really, a big piece was a wide range of employment-barrier removal. So from technology: phones, monthly service charges, tablets, internets, -- honestly, a lot of getting their identification: driver's license, birth certificates; car insurance, bike, bike safety gear, clothing, housing assistance, sometimes temporary housing assistance -- a lot of needs, that these individuals were, really -- we're finding that they had needs for. 

And so, once we found that individuals were ready, after receiving a host of these services, provision of transitional jobs and work experiences were core to the services that we provided in our models. And these transitional jobs -- in some cases, individuals were doing this while still receiving treatment. And that, we found, added to their success in treatment. 

And many of the participants had been out of the workforce for long periods of time, and perhaps had lost their jobs directly to their addiction, or a family member. And they had -- a lot of times, they found out they had a lack of confidence going back into the workforce, and they had to explain these gaps in employment. So putting these individuals into transitional jobs to get some work experience and that low-risk, supported opportunities to get back in the game, build your skills, confidence, work history. They were more likely to gain employment at the end of our funded services. 

We did have one of our operators hired a dedicated business engagement manager to work with the employers to build these relationships. And we also had planned to issue bonds with transitional jobs. We did issue them automatically, but what we found is that they were nice to have, but employers interested in these programs -- it didn't really seem to make much of a difference.

Alice Worrell:  Our experience in Ohio is real similar because we found that some of the most successful programs were those that hired individuals with lived experience. So I can think of southern Ohio, especially, did that, and hired peer recovery supporters, case managers. And many of them that had been participants in the program, then became staff in the program. So that was really excellent to see. 

I think the other thing that we did in a lot of places -- and, again, this varies across the state in Ohio, because each area is approaching things a little bit differently. But there are so many services that people need, because many of them have come out of jail or prison. Many of them have come out of treatment facilities, and just need everything. And navigating all those complex systems is just -- it's hard for anyone, let alone someone who's also experiencing the trauma of losing their family, losing their children, all kinds of barriers that are really severe. 

So we used employment navigators, or sometimes they were called social service navigators, who helped people navigate all these systems, and get access to Medicaid, get access to low-income housing or temporary housing, and those kinds of things. We really encouraged our local areas, when they submitted their local plans for this grant, to take a look at all of their policies, and especially their social services policies. Because we knew there were going to be more intense needs; they were going to cost more. They were going to be things that people hadn't needed before, possibly. 

So I remember one of the first cases; I got a call from one of our workforce professionals was, he was going into jails and just recruiting like crazy. So while they were in jail, he was orienting them to the programs and services, getting to know their needs. And then, when they got out, they would come to the American Job Center. 

So one individual came and, literally, I think he had $50 that he had been given when he was released from prison. So we were asked, "Can we buy furniture? Can we pay moving costs?" You know, just bear everything to address this person's needs. And we said, "Make sure it's in your supportive services policy." But, yes. These are things that people need to become employed. They're more severe than you've possibly seen in the past, but they are definitely necessary to get people back on their feet. 

We also used work experience and transitional jobs, so I'm really glad that Erica mentioned that, because we hadn't used transitional jobs much before, at all. We did have a little more experience with work experience, but these are two great service delivery strategies that really work, especially because there are so many time commitments conflicting for these folks. They have probation requirements, they have child reunification plans, they have treatment. So it's really, really helpful to use work experience in transitional jobs. 

The other thing we did to support people was we hired a subject matter expert, and created a series of training modules, one of which is called Managing My Recovery at Work. And we recognize that it's not easy to manage your treatment and your recovery, while also managing a new job, or possibly going back to your old job. So it really focuses a lot on work-life balance, and bad environments -- maybe you need to change jobs. So we really wanted to get that out there online for people, as a way to support them while they're working, and also in recovery.

Erica Maki:  So I would say that the key partners in our programs were different across both areas. So for one of our partners, the -- was the County Diversion Center. And this is the Carnegie Resource Center, and it was a center that offers short-term placement and shelter to homeless adults with substance-use disorder, and other behavioral disorders, diverting them away from incarceration and towards treatment. So there are very few of these places in the United States, actually, and this model worked stunningly for participants. 

There were a couple of hiccups. There was there was a water leak, and there was shut-down for a while, actually. And then, of course, COVID-19. So there were big impacts to service delivery. But we do anticipate this to be a permanent partnership, expected to resume after the COVID-19 subsides, because it was a great place for many providers to provide many services to these individuals at one time. Just -- such a lovely place for that holistic approach, to providing all of the services to individuals who might need many of them. 

Additionally, the partner who did this work -- they were supported by this multi-agency coordinating group. So their county executive, a couple of years prior, had declared an opioid emergency in the county already. And this group of 31 local agencies, service providers, law enforcement, just many -- a great range of local resources and community got together to develop a seven-point plan to address the opioid response plan in their agency. 

So these streamlined their resources, and they organized their own activities together, and coordinated them to address that crisis. So tapping into this multi-agency coordinating group, to lead activities on the ground locally, and to help inform service delivery, was very important to the success. 

Another one of our operators -- they had established relationships with the Department of Corrections and county jails, behavioral health centers, justice-involved, court diversionary programs, and other social service partners that were serving re-entry populations. And these partners help to identify eligible participants in that space between at-risk and acute homelessness, directly or indirectly impacted by the opioid crisis. 

And these individuals were then referred to peer counselors, and these -- peer support counseling is a best practice in mental health that is used increasingly in opioid-use disorder, training, and insights to navigate our services. So very, very key partners, and really crucial to the success.

Alice Worrell:  And in Ohio, we -- in our toolkit, initially, we gave a whole set of different types of partners, so -- legal, child welfare, Bureau of Workers Compensation -- which a lot of people don't think about -- courts, and the Justice Department, and mental health boards. 

So we also encouraged each local area to get in touch with who their opioid coalition, or their mental health coalitions -- because every county has multiple ones of these task forces or coalitions addressing this issue. So they could immerse themselves in what the situation was in their area. There was also a lot of money flowing at that time. So where would the best use of this money be? And the best place to find that out was with the mental health boards. 

We have people in -- going to drug courts every single time they're in session, and now we have judges who are referring individuals to our workforce programs. They are counting upon the workforce professionals' opinions about whether they're -- whether these folks are ready for probation, or whether their sentences should be lightened up. So judges are really depending upon the workforce system now for this -- kind of -- just this kind of partnership, and really impacting how people are being treated in courts. 

Same thing's true with children's services. We have peer recovery supporters in many children's services agencies now, because we know from research how much of a difference that extra person in this individual's lives can make, and how it impacts the length of duration of their losing their children. And I think studies show that it reduces the duration by at least four months. So that was really an important partnership there. 

Our toolkit actually gave a whole -- we literally gave a whole set of every single contact in each county, for each of these major systems, and -- so that people wouldn't have to research it themselves. So we did a lot of research up front. 

Another partner I want to mention, which is kind of unusual, possibly, for people, is the Bureau of Workers Compensation. They've been a super partner with us at the state level, and in several local areas, because they -- that's their job: safety on the job, helping to reduce employer costs. So we paired up with them and are working on a workplace -- recovery-friendly workplace program, that then, they -- Bureau of Workers Compensation -- actually pays the cost of employers developing new policies, doing drug testing, and then, the workforce system can refer people for -- to the employer, for job placement. 

Another thing I want to mention is, our community colleges have been great partners, because we recognize that many people with opioid-use disorder and substance use-disorders have undiagnosed cognitive disabilities. So one of our colleges, Hocking College, in particular, in southern Ohio, has now developed a program that's kind of a pre-classroom training course for individuals with opioid-use disorder, because they recognize they just couldn't jump right in to training courses, and be successful. 

So it's kind of a "getting ready to learn," and also, that extra assessment that they're doing. So those have been really key to improving people's employment and training outcomes in the long-term.

Erica Maki:  So some of the challenges that we encountered -- they were certainly unexpected. It took longer to serve opioid-impacted individuals than we initially planned, due to the time that was necessary to meaningfully serve them, and remove barriers to employment before they could really engage in those next steps. And there were a lot of costs that we did not anticipate. It is not cheap to get your birth certificate, and get your identification; and all of these things take time. And there's an order of operations, right? 

And there were also challenges: asking new partners within our system to balance their complex existing work, and also the complexities of legal, programmatic, financial, and reporting requirements, and balancing that, and navigating that together. 

And it was also very -- it was also common for justice-involved individuals to have selective service registration come up as an issue. So individuals who either didn't know, or didn't have a chance, to sign up for selective service during that period of their lives -- many of them were homeless, or in an environment that did not let them know they needed to sign up for it. Or maybe they would do it later. So that presented a real challenge to, one, providing services and, two, employment. A lot of employment is now unavailable if you don't have -- if you have not done that. 

So if participants are still in that age range to sign up, they were encouraged to sign up, and our offices would walk them through that. And if they were older, outside of that age range, they would need -- they were directed to go through our selective -- the selective service system, to ask for that status information letter from the government. So that was unexpected.

Alice Worrell:  And I would echo the barrier about documents, because we really were astounded at how long it took people to get documents just for eligibility, and how often you had to remind them. So just building that time in, being patient, sending reminders; also, using self-attestation everywhere we possibly could, so that those things wouldn't be an issue. 

I think the other challenge we still face, and will continue to face, and to try to address, is stigma. Just recently, I had a Workforce Development Board director say, "We've invested so much time in this -- these particular sets of people. We've spent a lot of staff time, we've spent a lot of money, and then they dropped out." So again, just emphasizing that relapse is part of recovery, and you need to build it into your program of service delivery, and not to think it's an exception. It's very common.

So -- and then another challenge was, just the comfort level of staff, even to ask the voluntary question about whether they, the individual, a family member, or a friend, had a history of opioid use. People were very hesitant to ask that, and it was very uncomfortable for them. So we literally talked to people who were doing it well, and were comfortable with it, and just encouraged everyone to kind of develop their elevator speech about the program, and the services that were available. We also had them put information about this special grant, and this special target population, on their monitors, in the resource rooms, in our American Job Centers.

We also added it to orientations for every program in the American Job Center, so that people heard about the special services that were available, so that, again, staff became comfortable. People knew that it was a common problem. Everybody knows someone. Everybody has the risk of developing an addiction, so it just became more common to talk about. 

Then, some of the lasting changes that, I think, this made to the workforce system is, it really changed our viewpoint about work readiness. Right at the beginning of this grant, we had an all-Workforce Development Board director retreat. And I'll never forget -- one of the directors said, "Well, you remove the barriers and get them ready for work, and then we'll take it from there." And our attitude has, really, totally changed. 

We are now developing a team of care providers. We want people to know that they have a team that supports them, and that the workforce system is right there; maybe not at the very beginning, but very early on, so that they develop trust. They know what else is going on with other partners, and how they're serving particular people. So I think that's been a huge issue. It seems like it might be a simple thing. 

And then the other -- the holistic care model is viewing people as a whole person, recognizing how important whole-person care is, recognizing how important -- developing human capital for people, because so many of them have lost all relatives' support. They've kind of burned bridges everywhere they've gone. 

And so, just developing that support system, and developing health, and a balanced life, is so important -- not just their employment and training needs. So it's broadened our perspective on what kind of services people need. 

Then, we developed knowledgeable staff that's going to stay, no matter what happens with the grant funding in the future. We built just huge amounts of momentum based upon success stories. It's just so empowering, and so moving, to hear the success stories that we've had, because we're not making little changes in people's lives. We are changing the trajectory of their lives. And it's just amazing for the workforce system to experience those kinds of successes, and to see how far people can go, from where they've been. 

So I think we've also built trust within the mental health service delivery system. The workforce system now has experience; they have expertise. People that are serving people with mental health diagnoses don't just want to hand them off to someone that they don't really know, what's going to happen. Are they going to be in good hands or are they not? So now we have that trust, and that's really critical to serve this population. And then, I think, the longer-term intervention has really been key. We need to recognize that two years is just not enough. We need to follow up intensively. So we're taking a longer-term approach to service delivery.
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